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Using medical auxiliaries: 
some ideas and examples 


. KATHERINE ELLIOTT 


The medical auxiliary is-a substitute, an alternative to a 
physician in certain special circumstances. The medical 
auxiliary is not a substandard doctor. 


The medical auxiliary receives a short, practical training. 
This is often better suited to local educational levels and 
to the community’s immediate needs; it certainly costs 
considerably less than full professional training as a 
physician, much of which is theoretical. 


Expensively trained physicians should be sensibly used 
in. any country. To delegate suitable responsibilities to 
specially trained auxiliaries is not a detrimental dilution 
of standards of medical care. 

An adequate number of well trained auxiliaries properly 
used must be better value than too few doctors 
desperately attempting the impossible. 


Medical auxiliary training schemes should be planned 
ecologically with a liberal imagination, frequent revision, 
local and sympathetic evaluation. 


The compromise of temporarily accepting the second 
best instead of the best shows courage combined with 
commonsense; further progress towards achieving the best 
is not automatically excluded. 


It now makes just as much sense in North Carolina as it does 
in Kenya to select, train and use medical auxiliaries to deal with 
the simpler medical problems. In both places this approach to the 


What is understood 
by the term medical 
auxiliary? 


Why is there a 
need for medical 
auxiliaries? 


shortage of skilled personnel for health care benefits the commu- 
nity and the individual. 


It is important to get this clear at the outset to avoid later 
misunderstandings. The World Health Organisation defines an 
auxiliary as ‘a technical worker in a certain field with less than 
the full professional qualification’. Prof Maurice King in Medical 
Care in Developing Countries makes a point which is vitally 
important to the whole idea of medical auxiliaries, namely that an 
auxiliary is a substitute, an alternative, rather than a complement 
to the full professional. The auxiliary is not the same thing as a 
physician but in some circumstances he can substitute for one; 
he should never be thought of as a substandard doctor. 


The two most obvious obstacles hindering world progress 
towards better health are lack of money and lack of skilled 
manpower — the latter in some ways stemming from the former. 
Both problems beset all countries in varying degrees according to 
economic development and the type of medical care which the 
people have learnt to expect. Expectations everywhere are 
rising with the increasing speed of communication and im- 
proving education. Preventable death due to poverty is no 
longer easily accepted as an unalterable fact of life. Development 
problems are exercising the thought of many, and no country 
can afford to be smug. Teilhard de Chardin’s ‘planetisation of 
man’ is inevitable and one possible, though highly idealistic, 
solution is that man’s health and man’s food, so inextricably 
interlinked, should be taken out of a narrow national, political 
and economic context and regarded together as world problems 
needing world solutions. 


Meanwhile, realistic remedies must be more widely used. The 
intermediate technology solution makes excellent sense because 
it allows for the use of people with different degrees of skill and 
for the use of different physical resources. It is adaptable to the 
improving circumstances which it may itself initiate, and it can 
start at once. 


It is a sobering thought for the future of terrestrial evolution 
that the very simplicity of solutions seems to inhibit their 
adoption; they require our too immediate action. ‘The difficult 
must be done at once; the impossible may take a little time,’ 
someone said in wartime. To this might well be added: ‘But the 
simple, inexpensive answer to any problem must have no peace- 
time place’. 

Ad hoc remedies in the closely related fields of nutrition and 
health should be acceptable in the short term but conceived as a 
basis for longer range planning. For example, in many poorer 
areas protein deficiency could be alleviated by encouraging the 
cultivation of green vegetables, peas and beans and by the local 


1 Pirie, N W (1969): 
Food Resources 
Conventional and Novel. 
London, Penguin Books 


Intermediate 
technology means a 
labour-intensive 
approach to health 


Substitutes for 
physicians 


extraction of protein from inedible leaves and other materials. ! 
Within every population, whatever its educational level, suitable 
recruits can be found and trained as medical auxiliaries to 
provide at least a better standard of health care than is now 
available to those most in need of it. Advanced technology may 
be an eventual better answer, but intermediate technology can 
help immediately at the existing local economic level. 


Physicians are scarce almost everywhere and the cost of their 
training is soaring as biomedical knowledge expands. Even in the 
most affluent countries medical care as we know it is pricing 
itself out of the market, and there is much talk of teamwork in 
medicine. The composition of the team will be guided by the 
range of skills readily available in the first instance; the principle 
is well adapted to an economy of poverty, although equally 
applicable in richer countries, and it has an inbuilt capacity for 
gradual sophistication as the opportunity arises. The labour- 
intensive approach to medical care is that familiar to mass 
production: ie, the final product is split up into parts, each of 
which can be supplied by someone with a special but limited 
skill, whose training is therefore less expensive than that of an 
operator with a multitude of varying talents. In the end, the 
product costs a little less; more people can therefore afford to 
buy it. It may not be the same as the craftsman’s made-to-measure 
article; it may not last as long or be as satisfying aesthetically, but 
it will reach more people who need it and there is no reason why 
it cannot be redesigned fairly frequently with a view to improve- 
ment in the light of experience. 

Medical auxiliaries do not replace doctors, but they may 
substitute for them in certain routine conditions. On occasion 
they may be more useful than any doctor, as in simple health 
education or midwifery; but their training will have cost less, and 
therefore auxiliaries may be paid less than the professionals for 
whom they may substitute. 


Professional prejudice about shifting status is out of place 
because demands and needs are already compelling this common- 
sense solution of the downward delegation of responsibility to 
less expensively trained personnel. Such delegation can mean that a 
different type of care has to be given, and if this is to succeed it 
must be acceptable both to the recipient and to the professional 
who takes final responsibility for the ill person. It is unfair to 
make too much of some of the current criticisms of the use of 
medical auxiliaries, whose performance has not so far been properly 
evaluated; many of the opinions are based on individual experience 
and personal prejudice. Whether people favour the idea or oppose 
it, some such cadre within any health service must inevitably 
emerge to make the decisions for which more highly trained 
personnel are not essential. Professionals will be constrained, 


The auxiliary’s 
skills 


henceforward, to limit their activities for the most part to 
leadership, consultation and management. 

The gap between the physician and the medical auxiliary 
should be wide enough to be easily distinguishable. It is important 
to maintain this clearly visible gap to avoid possible friction, 
although a carefully controlled upward revision of the status 
of the more highly trained medical auxiliaries in recognition of 
their experience and acceptance of retraining should be part of 
any satisfactory health service. Particularly in the developing 
countries, a medical auxiliary may have to be prepared to deal 
with just as wide a range of health problems as any physician 
although, in view of his substitute status, he will obviously be 
better prepared to work in the more routine areas of health care 
such as preventive medicine, maternity and child welfare, environ- 
mental health and health education. His ability will depend on 
his basic level of education and the skill used in planning his 
training to make the most of all available resources. At certain 
educational levels a country may be making better use of scare 
resources by training many medical auxiliaries rather than a few 
doctors, because there is a much bigger pool of potential recruits 
for auxiliary work. There must be, at the same time, a means of 
making the most of the more capable auxiliaries through further 
training after intervals of experience. 

Auxiliary educational programmes must evolve ecologically 
in terms of the particular society. They should be planned by people 
who understand local conditions Then they must be tried, 
reshaped and tried again under the conditions in which they are 
to be used. They should also be evaluated locally without too 
much cross-cultural discouragement. 


A medical auxiliary should be able to: 


1 Undertake the care of the sick wherever necessary in local 
conditions: eg, in the community or at a health centre or hospital 


2 Either treat the sick himself or else arrange for them to be 
referred to someone more skilled; he must know enough to judge 
how urgent is the need for referral 


3 Think about the community as a whole, assess its problems 
and needs in order of priority and suggest solutions making 
the best use of limited resources 


4 Understand the value of, and be able to undertake, health 
education with the aim of improving the health of the 
community, not just of treating the sick 


5 Apply to his work an open, inquiring mind, receptive to new 
ideas without necessarily rejecting all tradition 


Training 

auxiliaries: the need 
for a simplified 
approach to teaching 
health care 


Teaching of patterns 
of management for 
patterns of illness 


6 Understand what a physician does and how his own work 
relates to the doctor’s role. 


Physicians, we hope, are taught enough about all relevant 
subjects to enable them to reason out the probable correct 
solutions to problems. To train as physicians, people must have 
an extensive basic education. Medical auxiliaries begin with a 
lower level of basic education, often very little indeed, and they 
receive a shorter training, sometimes extremely brief. The 
amount of responsibility they can learn to take naturally varies 
with the ability of the student and the background into which he 
is to fit, both within the community and as part of the country’s 
health service. A medical auxiliary need not be able to make a 
specific diagnosis, but he must be able to identify an illness 
sufficiently to know how to manage it. Patients’ problems can be 
grouped in patterns, and the auxiliary learns to choose the 
pattern which fits the problem from the history, physical 
examination and simple laboratory tests necessary to confirm the 
choice, if any is required. The depth to which the problem is to 
be investigated depends very much on the needs of the patient 
and on the auxiliary’s own limitations in resources and time. 


The auxiliary need learn only enough anatomy, physiology and 
pathology to understand the pattern of management of a disease — 
he fits the basic science knowledge together with the skills and 
attitudes he uses in dealing with the sick person. Patterns of 
management will vary in complexity according to local conditions 
and resources: eg, difficulties of referral. They will possibly 
involve further diagnostic steps and/or treatment and/or referral. 


For instance, the common syndrome of gastro-intestinal infection 
which presents as diarrhoea, vomiting, abdominal pain, fever and 
dehydration will require a pattern of management to rectify fluid 
loss and to rest an overactive digestive system. What drug, if any, 
is used may depend on whether an accurate diagnosis can be made. 
Available aids to diagnosis may be a simple laboratory test, the 
appearance of other similar cases, the likelihood of its being a 
disease common in the area and within the auxiliary’s previous 
experience, the ease or difficulty of referral to a more experienced 
consultant and finally a clinical trial of whatever suitable drug is 
at hand and which is likely to be effective. The degree of fever and 
distress will influence the choice of drug, if a choice exists, and 
auxiliaries can learn to gauge the degree of dehydration 
adequately enough for them to apply promptly whatever relief 
measures are within their competence. Making the distinction — 
the differential diagnosis — between this commonly occuring 
condition, or the equally ubiquitous parasite infestation, and an 
acute abdominal emergency should not be too difficult and will 


2 Horn, J S (1969): 
Away with all Pests 
(see Bib No 9) 
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not necessarily interfere with the initial general pattern of 
management. 


Similarly, there will be a pattern for the general measures to 
be adopted in dealing with such conditions as acute pyrexia, 
respiratory disease, congestive heart failure, head injuries, 
penetrating wounds, tumours, skin diseases, eye infections, all 
forms of malnutrition, and so on. 


In the same way auxiliaries can learn to assess the health of a 
community, work out the needs and start patterns of improve- 
ment. Medical auxiliaries are recruited from among those with 
a middle school education (if they have already had more education 
than this, they should then continue and become full professionals); 
to averag@ intelligence a strong vocational urge should be added 
for real success (see J S Horn’s description of the recruiting of 
‘peasant doctors’ in Chinese communes’). The increasing use of 
medical auxiliaries in more affluent societies provides a most 
useful outlet for people with such a vocational urge who lack the 
educational background necessary to enable them to become 
full professionals (for instance, the Duke, Denver and other 
schemes). It must not be forgotten that people already get much 
advice about their health problems from non-professionals — 
grandmothers, first-aid workers, herbalists, anyone employed in 
any capacity in a hospital, surgery or chemist’s shop. Persons 
such as these, given a suitable training, can form part of a health 
service network to benefit their community. Recognizing the 
value of extending health care in every society through the use 
of auxiliaries is rapidly making sense all over the world. 


USA — North 
Carolina: the Duke 
University Scheme; 
the physician’s 
assistant 


SOME EXAMPLES FROM COUNTRIES ALREADY 
TRAINING AND USING MEDICAL AUXILIARIES 


In North Carolina the physician/population ratio is 

low and trained personnel are short in all areas of medical 
care. Physicians in the Duke University Medical School 
decided to train assistants to extend or augment their 
own work ina variety of settings or circumstances. They 
were prepared to.take the responsibility themselves for 
using such assistants under constant, direct supervision. 
The assistant may either have highly specialised skill (eg, 
in a renal dialysis unit) or broad general skills suitable to 
family medical practice. These are the criteria used in 
selection: 

1 High-school education: eg, 10-12 years’ schooling - 

2 Personal recommendation 

3 Good results in intelligence and personality tests 

4 Previous experience in patient care: eg, as medical corpsmen 


in military service, practical nurse training, etc 
5 Personal interview. 


A two-year course started in 1965 with three recruits. There 
were nine the following year, and there have been 12 each year 
since. Over 1000 people ask each year for information about the 


_ course, but selection is rigorous. Graduates so far are employed 


either within Duke University Medical Centre, or by private 
physicians, or in other hospitals or medical centres. 


The work of the physician’s assistant is very like that of the 
junior resident doctor, but the assistants do not make diagnoses, 
write prescriptions or initiate treatment. They take histories, make 
physical examinations, carry out many routine procedures such as 
venepunctures and intubations, and supervise tests. They present 
the patient’s case to the physician. 


Physician’s assistants have been accepted by both physicians 
and patients, but their legal status is difficult. It may be that the 
physician will have to be licensed to employ the assistant. Another 
suggestion is that they should receive a degree at Bachelor of 
Science level. The Association of American Medical Colleges has 
set up a task force to report on training programmes for 
physician’s assistants. Dr Paul J Sanazaro, Director of the 
National Centre for Health Services Research and Development, 
spoke recently on The R and D Approach to Health Manpower in 
the 1970s to the American Medical Association Conference on 
Physician Support Personnel. 


Benefits of the Duke 
Scheme already 
evident 


USA — Colorado: 
the Denver paediatric 
nurse practitioner 


The Duke training scheme lasts two years. A preliminary nine 
months of academic courses covers applicable basic science with 
some introduction to clinical medicine. Teaching is organ- 
orientated and is combined with relevant labcratory work and the 
learning of clinical procedures. During the last six weeks students 
learn physical diagnosis, about community health and such 
specialised procedures as electro-cardiography, radiography and 
data processing. 


Four periods, each of eight weeks, follow and are spent in 
clinical rotations. Students work in controlled surroundings in 
hospital or medical centre in defined areas of medical care. They 
apply information already learnt and are individually taught 
additional special skills. The first period is spent on in-patient 
ward work, the second in out-patient work, and the third in 
community medical work. The last period involves special 
experience with public health units, insurance agencies and 
voluntary health agencies. The rest of the two-year course is spent 
in special training, depending on the trainee’s particular interest 
and future plans, in cardiology, paediatrics, neurology, general 
surgery, etc. 


Already certain results have been noted: 


1 A practical model has been developed showing how the output 
of the physician in community practice can be increased without 
detriment to standards of care 


2 The scheme shows a way of producing highly skilled technicians 
for special care areas within a medical centre 


3 If this type of personnel could be produced in sufficiently 
large numbers, the scheme shows how the rise in medical costs can 
be slowed down 


4 The interests of the medical school and the social sciences 
division of the university have been brought closer together for 
better interchange of ideas and perhaps joint research 


5 Medical students and newly-qualified physicians see that 
delegation is possible and teamwork worthwhile 


6 Those who would like to undertake medical care but who lack 


the proper educational background can now be accepted for a 
rewarding career. 


This scheme started because there were not enough 
paediatricians to provide adequate health care in the 
area. The programme is now four years old. The 


University of Colorado Medical Centre recruits graduate 
nurses, who undergo a four-months intensive course in 
the theory and practice of paediatrics to enable them to 
take a greater part in the provision of health services 

in low-income areas and to aid paediatricians. 


The nurses take histories, perform comprehensive physical 
examinations, do the relevant simple laboratory tests and make 
development assessments of all kinds. They give almost complete 
well-child care and can evaluate and manage many acute and 
chronic disorders. They can assess the acuteness and severity of a 
disease, help in emergencies, and are expert counsellors in child- 
rearing. The nurses work in child health stations in low-income 
and rural areas as part of the state health service and they also 

9 help in private paediatric practice. They give great support to 
mothers in the neo-natal period and make many home visits. On average 
the nurse can cope unaided with 70 percent of cases, referring 
about one case in four at the most to the paediatrician. In private 
practice, more than half the parents think that children are getting 
better care now from the joint attention than from a doctor 
alone, as was the case previously. 


Each nurse trained allows a physician to increase his potential 
by one-third. The nurse helps bring together the public and 
private sectors of medicine. The main difficulty seems to be the 
re-orientation of the nurse towards acceptance of more and 
different responsibility and initiative. On-the-job training will not 
accomplish this role transfer, and the four-month special course 
is an essential part of the scheme. 


UK: Attachment of | [n recent years there has been an increasing trend in the 
9 nursing services in = UK towards the attachment of members of the 

Sahel adage domiciliary nursing services to general practitioners. This 
began in 1963 with the Gillie Sub-Committee which 
suggested that domiciliary nursing staff should be 
attached to family doctors. This suggestion was endorsed 
by the Royal College of Nursing and the College of 
General Practitioners. In 1968 the Health Services and 
Public Health Act removed the legal difficulties, and 
attachment schemes have now been introduced by many 
local health services. 


Health visitors, district nurses or midwives may be attached to 
a general practitioner or group practice; sometimes to more than 
one practitioner or group. The district nurse or domiciliary 
midwife provides services to patients on doctors’ lists. She is able 
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3 Reference Working 
Party set up jointly by 
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Hemel Hempstead, UK: 
Educare 


USSR: The ordinary 
or general feldsher 


to consult regularly with the doctor or doctors concerned. 


Health visitors work in similar fashion, but also may provide 
such services as child health, school health and health teaching 
to everyone in the area, not merely to the people on doctors’ lists. 
Some local authorities employ health visitors and nurses to 
work in a specified hospital department (eg, geriatric, diabetic) to 
facilitate liaison and cooperation between the hospital department 
and health personnel responsible for domiciliary care. 


The idea behind this method of providing health care to the 
public is that of the community health team. Such a team will 
provide a full range of both personal and preventive services. It 
has been found that attachment schemes help general practitioners 
to provide more comprehensive care and a better quality of care 
for their patients. The new trend towards health centres fits well 
with the trend towards group practice and the attachment scheme 
described above. Social workers are also now being included in 
these community health care teams to help with the non-medical 
problems of patients. 

A report? published at the end of 1970 notes that where nurses 
make a first visit to the patient it must be understood that this 
visit is not for the purpose of diagnosis. The doctor remains 
accountable and the attachment schemes are not an attempt to 
relieve the general practitioner of responsibility, but to make 
more effective use of both medical and nursing skills to meet the 
needs of the community. 


It is clear that attached personnel of this type in the UK are not 
medical auxiliaries in the exact sense of the term as defined 
earlier. It is perhaps important, nevertheless, to include a brief 
description of this growing acceptance of intermediate technology 
in health care within the British National Health Service 


Their history is long. In 1700 Peter the Great started a 
corps of military feldshers (field barbers) who were 
trained to provide medical care to the army. These men, 
when they retired, often settled in rural areas which 
lacked doctors and practised their skill among the local 
people. After 1860 a system of local government was set 
up in place of serfdom, but the districts were mostly too 
poor to pay physicians to provide a medical care service 
and instead this function fell to the lot of the feldshers. 
Schools were opened in which they received some kind 
of training for two years, and by 1913 their numbers 
had risen to 30,000. 


After the Russian Revolution there was an attempt to upgrade 
the more skilled feldshers to doctor status and to stop training at 
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feldsher level, but despite a big increase in the number of doctors 
the medical auxiliary continued to be needed. Feldshers remain 
very much part of both urban and rural medical care in the 
Soviet Union. 


In urban areas there are plenty of doctors, and feldshers function 
as their assistants under close supervision. It is in the rural areas 
that the feldsher acts as a substitute for a physician and he may 
look after up to 1500 people. He (or she) is responsible for 
preventive medicine and health education and also looks after the 
sick and refers patients to the district hospital for treatment by 
the physician there. Close supervision of the feldsher’s work in 
diagnosing and treating disease is an accepted part of the Soviet 
medical care system, although there are indications that this does 
not occur in the remoter areas. 


Recruits for feldsher training with eight years of general 
education receive 3.5 years of special training; those with 11 years 
of general education receive 2.5 years of training. Recruits are 
matched for language and cultural background to the district in 
which they will work, but the training programme is meant to be 
uniform throughout the country and is similar to the curriculum 
for medical students, though in less depth. In other words it is to 
a great extent theoretical rather than purely practical. 


Those who do really well can proceed to medical school 
immediately. Others can apply for physician training after two or 
three years of feldsher experience. Between 20 and 30 percent of 
Russian medical students have previously had feldsher training. 


Promotion and in-service training are important. Feldshers 
have high status in the rural communities and receive good pay 
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SW PACIFIC 
ISLANDS: the Fiji 
scheme for training 
assistant medical 
officers 


for their services. 


Increasing responsibility carries increases in salary. Feldshers are 
supervised by physicians rather than by more experienced 
feldshers, and instruction in feldsher training schools is in the 
hands of doctors. 


It is admitted that the feldsher system gives rise to problems: 
resentment of the ‘second class doctor’ in rural areas where 
the physician/population ratio is relatively low. Experiments are 
being made, and there is little doubt that if it is clearly laid down 
just what job can be done by a non-physician as well as or better 
than a doctor — for example in preventive medical services, health 
education, screening, etc — then there is no problem. The medical 
auxiliary within his narrower scope provides the better service. 


The idea of training auxiliaries who either assist or 
substitute for doctors started in the S W Pacific almost 
100 years ago. There were no European doctors to work 
in the area, and the Fiji School of Medicine was established 
in 1878 to train local ‘vaccinators’. The course has been 
lengthened gradually over the years and the recruits, who 
are native to the S W Pacific Islands, now receive five 
years’ training before becoming Assistant Medical 
Officers with the Diploma of the Fiji School of Medicine. 
To practise in the Fiji Islands, they must then serve a 
further year as hospital resident doctors. 

This Diploma is valid only for medical practice within the 
islands and in Government service. A M Os have access to fully 
qualified physicians, also in Government service, when they need 
to refer a patient. They work either as assistants to doctors or as 
completely independent practitioners, subject only to minimal 
supervision. They are supported by other health workers, also 
locally trained — nurses and sanitarians. 


The A M Ois the official representative of the Fijian 
Government responsible for enforcing health regulations and 
supplying health services in his area, and for keeping the local 
health records. His work is mainly curative and he has little time 
for health educational activities, but the A M O provides on the 
whole excellent care. Promotion and in-service training reward 
exceptional ability. 


There has been no local university medical school. Recruits 
for A M O training come straight from the local secondary schools 
and the course of training is specially geared to the level of 
education reached before admission and to the health needs of 
the communities in which the A M O will be working. 


Medical auxiliaries 
in AFRICA 


ETHIOPIA 


Many different types of auxiliaries are being trained and 
employed in Africa. In French-speaking areas the idea is 
far from new. The system was meshed with French 
medical tradition and springs from the medical schools 
which the French set up in Africa. French African 
auxiliary tradition is being omitted from the examples 
to be considered here. 


Ethiopia is taken on its own; likewise Nigeria. Medical 
auxiliaries in East Africa (apart from Ethiopia) form more of a 
body of similar groups, because even in a country where there is 
a medical school this is still something quite new and the back- 
ground to the developing health service is that of non-indigenous 
practitioners; doctors coming from other countries to serve for a 
period and making use of local people as assistants. 

Once there is a local medical school, new problems arise. If its 
qualification is recognised internationally, how are local working 
conditions to be made sufficiently attractive to keep newly 
qualified doctors happy at home without coercion and without 
bankrupting the country? In any case their number will be 
pitifully small in the face of the increasing demand, and their 
initial enthusiasm could soon be dampened as they are faced with 
impossible tasks. Teamwork has been recognised as essential, as 
has the provision of an extensive supporting infrastructure in all 
governmental health services in East Africa, whether rural or 
whether for the less wealthy population within the cities. The 
shortage of doctors is more noticeable in the rural areas because 
distance, as well as pressure of work, takes up doctors’ time, but 
the principle of making use of auxiliaries applies in town and 
country, with added emphasis on the need for good referral and 
supervision facilities in rural areas. 


The population of the country is about 25 million people 
and it has had a scheme for training health auxiliaries. 

for the last 35 years. It has had a medical school since 
1964 and its first graduates were produced in 1968. 


There are fewer than 400 doctors working in Ethiopia and 


only 70 of them are Ethiopian. They are helped by just 
over 200 medical auxiliaries. 

The literacy rate is very low among Ethiopians — only 13 
percent go to school at all, and only four percent go beyond 
primary school level. 

In 1935 regular training for health personnel was begun at the 
same time as the training of sanitary personnel. In 1954 the 
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Haile Selassie I Public Health College and Training College was 
established at Gondar as the beginning of a real development of 
health manpower and basic health services. Gondar College is 
unique because it trains health workers of various categories 
together. A special category, that of Health Officer, has been 
created. The Health Officer leads the rural health team, aided 
by the community nurse and the sanitarian. 


Ethiopian Health Officers are medical auxiliaries. They are 
recruited from among candidates with the maximum 12 years of 
schooling and they receive a four-year training. The emphasis is on 
preventive medicine with a team approach, and training is almost 
equally divided between academic and practical work. It ends 
with a year of closely supervised practical field experience in a 
training health centre. The Health Officer learns preventive 
medicine, basic clinical medicine, health administration, health 
aspects of community development and methods of health 
education. He is in charge of a health centre and is responsible 
for all its activities. In many of the rural areas he has to work 
with very limited supervision and the referral of patients is 
difficult. His responsibility can be great. 


In 1962, the Gondar school was taken over by the Haile 
Selassie I University and the training of the Health Officer became 
more academic, thus tending to widen the acceptable gap 
between the Health Officer and the rest of the team. Health 
Officers were then found to be less willing to work in the more 
remote areas. 


In 1963, plans were made for founding a medical school in 
Ethiopia to meet the tremendous shortage of indigenous doctors, and 
about 27 Health Officers were selected from among the Gondar 
graduates to receive a modified five-year medical course which 
took into account their previous training and experience. The idea 
was that when these Gondar entrants graduated from the medical 
school they would be full physicians with previous wide experience, ~ 
and thus well-fitted to fill key public health positions in Ethiopia. 


In Ethiopia there is also a strong cadre of ‘dressers’, who 
receive a two-year training and who occupy an important place in 
the country’s health services. Some work in hospitals and health 
centres under supervision, but many work in the field and go from 
village to village taking care of local health needs under only 
intermittent supervision. They receive a simple training in clinical 
medicine, but there is now a much greater effort to emphasise the 
preventive and public health aspects and to introduce a system of 
in-service training, refresher courses, and a proper career structure. 
These auxiliaries must now have reached grade six of elementary 
education before they are accepted for training. 


Now that the new medical school is producing doctors, the 


UGANDA 


SUDAN 


position of the Ethiopian Health Officers must be clarified and an 
attractive career structure offered. There is also a great need for 
more lower grade auxiliaries to form a supporting infrastructure. 


The country has a population of eight million and has 
had a training scheme for medical auxiliaries for over 
50 years. Since 1922 it has had a recognised medical 
school which has served Kenya and Tanzania as well as 
Uganda. The number of doctors working in the country 


is about 500, and there are some 400 medical auxiliaries. 


Auxiliary training is based on Mbale and lasts for three years. 
Selection is from school-leavers who have passed the Senior 
Cambridge School Certificate; that is, who have completed their 
secondary school education. About 25 to 30 auxiliaries are 
produced each year and it is planned to increase recruitment. 
They receive a training which is based on nursing theory and 
practice with the addition of training in the recognition of clinical 
signs and symptoms and:in the administration of health centres 
and bedded dispensaries. They are taught during their first year 
by a senior medical auxiliary and during the second and third 
years by hospital medical officers and visiting specialists. 


The cost of the three year training is rather less than £500. 
The cost of training a medical student at Makerere University is 
about £10,000. The medical auxiliary is responsible for the health 
of an area which is based on a health centre with sub-centres and 
dispensaries, and his duties are very much the same as those of 
the medical auxiliary in the Sudan. 


The country has a population of 13 million people and 
has had a medical auxiliary training scheme for over 
50 years. It has one of the older medical schools in 
Africa. There are 700 doctors working in the Sudan, 
helped by over 750 medical auxiliaries. 


Auxiliary training is based in Omdurman and lasts for two 
years. Selection is from among male nurses with five to 10 years 
of experience. It has some geographical basis, since auxiliaries are 
of greater value where they are sympathetic to the local culture. 
The average intake is now 50 students a year. Before training as 
nurses, the students will have had from four to six years of 
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primary school education. They are literate, but use Arabic, whereas 


medical students are trained in English. 


Throughout their training the auxiliaries remain in constant 
contact with patients and they work as they learn, mainly by 
word-of-mouth teaching. The cost of the training is between 
£300 and £400 and during it the auxiliary earns between £3 and 
£4 a week. It costs £1000 a year for each medical student at 
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Foto OMS 


TANZANIA 


Khartoum University Medical School. Total cost of producing a 
doctor is therefore approximately £6000, while the total cost 
of producing a medical auxiliary is £750. 


The auxiliaries act as local representatives of the Health 
Ministry; they are responsible for environmental health, immu- 
nisations, control of epidemics, registration of births and deaths 
and administration of the local health centres. They work with the 
auxiliary midwives and the health visitors and see the patients 
coming to the health centres. If they cannot treat a particular case, 
they decide where the patient should be referred to see a physician. 
In rural areas, the auxiliary is also responsible for the care of in- 
patients in local hospitals. 


Supervision, either direct or remote, is part of the system and 
is well maintained. There is a definite career structure for the 
auxiliary, who is clearly distinguishable from the physician, and 
is in fact better accepted in rural areas. 


Tanzania has a population of 12.5 million people and 
has had a medical auxiliary training scheme for many 
years. It has a new medical school which has still to 
graduate its first doctors. There are 400 doctors working 
in Tanzania and just over 200 medical auxiliaries. 


KENYA 


Tanzania is an example of a country in which standards for 
auxiliaries have been raised progressively while the previous cadres 
have been retained. Thus the country at the moment has some 
four levels of medical auxiliary, all of whom serve as substitutes 
for doctors. 


The rural medical aide has had eight years of schooling and 
receives a three-year training for work at dispensaries. The medical 
assistant has had 10 years at school and receives similar training. 

Assistant medical officers are recruited from among the ranks 
of medical assistants and receive nine months’ further training, 
which includes public health and obstetrics; these subjects are not 
taught to medical assistants. 

Rural medical aides can be chosen for further training to 
become medical assistants. Medical assistants in turn get further 
training to become assistant medical officers, who can then take 
charge of health centres, whereas medical assistants do only 
curative work in hospitals. 

The medical school will turn out licensed medical practioners. 
It is not yet known whether the assistant medical officer will have 
the opportunity of being upgraded to becoming a licensed medical 
practitioner with further training. 


The country has a population of 10 million people and 
has had a medical auxiliary training scheme for 40 years. 
It has a new medical school which is just graduating its 
first doctors. There are about 800 doctors working in 
Kenya and about 600 medical auxiliaries. 


Auxiliary training takes place at each of the main provincial 
centres and the course lasts four years. Recruitment is from 
school-leavers with Senior Cambridge School Certificates. The 


best students receive advanced training to become clinical assistants, 


who work in hospitals as temporary replacements for physicians. 


The cost of training a medical assistant is about £1000. 
Training a medical graduate is unlikely to cost less than £10,000. 


Medical assistants are in charge of rural health centres as part 
of the Kenyan concept of integrated medicine. They are 
responsible for both preventive and curative medicine in their 
area and work as part of the health team, which receives two 
months’ training together in teamwork. 

The education of health care personnel in Kenya is under 
constant review in response to changing needs and conditions. It 
is planned to train about 70 medical auxiliaries each year and to 
recruit from those with middle-level schooling. 
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MALAWI 


NORTHERN 
NIGERIA 


The country has a population of four million people and 
has had a medical auxiliary training scheme for 35 years. 
There is no medical school and none is planned for the 
near future. The number of doctors is about 80 and the 
medical services depend almost entirely on between 500 
and 600 medical auxiliaries. 


Medical auxiliary training is based on hospitals in Plantyre and 
Zomba and lasts for three years. Selection is from candidates with 
six years of basic education. The first two years are spent in the 
equivalent of nursing training; women spend their third year 
learning midwifery and men learn general medicine and surgery. 

After their three years of training the medical auxiliaries are 
responsible for the health of 90 percent of the population of 
Malawi. Some 120 health centres and district hospitals are manned 
entirely by medical auxiliaries, and supervision by the few 
doctors available may be infrequent or remote. 

The cost of training a medical auxiliary in Malawi is £1000. 

At present, 43 Malawians are training to become doctors in 
medical schools elsewhere. 


The population of Nigeria is about 63 million people 
and they are looked after by less than 2000 doctors, only 
about half of whom are Nigerian. In the rural areas of 


PEOPLE’S 
REPUBLIC of 
China: the training 
of peasant doctors 
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Northern Nigeria there is only one doctor to 150,000 
people. At the moment much of the health care is 
provided by health auxiliaries (eg, community nurses 
and dispensary attendants) who are not medical 
auxiliaries. These are recruited from primary school 
and receive a simple training at Kano. 


There are three Nigerian medical schools: Ibadan, Lagos and 
the new school at Ahamadu Bello, Zaria, which expects to graduate 
its first doctors in 1973. 


It is hoped soon to start a scheme for training medical auxiliaries 
at Zaria through a new Institute of Health closely associated with 
the new Ahamadu Bello University medical school, but this had 
not materialised by March, 1971. The intention is to provide a 
three year training for recruits from secondary school and these 
medical auxiliaries will provide a reliable infrastructure for the 
new Northern Nigerian health services. 


Selection of candidates for medical auxiliary training is to be 
from all areas of Northern Nigeria. They will be chosen mainly 
from students who have completed secondary school education, 
but where necessary a special preliminary instruction course is to 
be given to make sure that all areas are represented in the scheme, 
even if at first deficient in educational infrastructure. 


The doctors now being trained at the new medical school will 
lead teams of medical and health auxiliaries, and both doctors and 
medical auxiliaries will receive practical training together in field 
conditions. Principles of delegation, supervision and selection for 
referral will therefore be already SES before either doctors 
or medical auxiliaries graduate. 


Nigerian medical auxiliaries will undertake responsibility for 
immunisation and vaccination programmes, community hygiene 
and sanitation schemes, and education in health and nutritional 
needs. They will also be able to deal with many minor diseases, 
selecting the more serious cases for referral to the physician. The 
medical auxiliary is to be part of the health team led by the 
doctor. The medical auxiliary will himself supervise the work of 
less highly trained health auxiliaries, who will act as his assistants. 


The population of China is more than 700 million and 
more than three quarters of this number live in the vast 
rural areas. A high proportion of the doctors work in 
towns and cities. Although a great effort is being made 
to train large numbers of new and traditional-style 
physicians, their number is still inadequate. 
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From 1964 onwards, mobile medical teams were sent out from 
the cities to set up rural health services. One of their most 
important tasks was to train medical auxiliaries from among the 
local people. These are the so-called peasant doctors. 


The idea is that for each of the production brigades which 
make up one of the 70 000 People’s Communes, there will be a 
trained peasant doctor. The peasant doctors will work with a 
number of sanitary workers and midwives to provide a health 
service for the millions of peasants who would otherwise lack any 
form of modern health care. The peasants are all literate, but few 
have had more than five years of school. A candidate for training 
as a peasant doctor is chosen by his production brigade because he 
is keen to train and is intelligent, and also because he shows 
qualities such as unselfishness, compassion and responsibility. 


The training of peasant doctors is undertaken by the area 
medical team andis especially planned to occupy only the slack 
four to five months between agricultural seasons, since it is 
considered more important than anything else that the recruits 
should remain peasant farmers deeply rooted in their communes. 


Training takes place over three years in these three 4/5 month 
periods and is streamlined to mix theory and practice from the 
beginning. The students live with the medical team and learn 
continuously, so that even in the brief first period of training 
they learn enough to be of use when they go back to their villages. 
They have a rough understanding of the structure and function of 
the body, can diagnose and treat a few common minor diseases 
and know the essentials of environmental hygiene. Most important, 
they know how to recognise serious conditions and the danger 
signals indicating the need for expert help. The health care they 
are able to provide in their villages is supported by a telephone 
link and weekly visits by the medical team to support, advise and 
encourage them. 


After the third period of training, they are qualified as peasant 
doctors, but in-service training continues and continuous support 
is provided. The peasant doctors are very much part of the 
community they serve and this mutual trust and confidence 
undoubtedly contribute a great deal to their remarkable success. 


In CONTACT No. 8 we shared with you two significant chapters from Health manpower 
& the medical auxiliary, published by the Intermediate Technology Development 
Group in London. This issue includes the final chapter of that small but invalu- 
able book and is reprinted with permission. Or Elliott, Assistant Director of 
The Ciba Foundation, is still compiling information on the use of medical auxil- 
iaries and the curriculum used in their training. She would be grateful for any 
additional information not covered in the above account. You may send it through 
the CMC or directly to her (41 Portland Place, London WIN 4BN). The complete 
book, which contains a foreword by Dr Maurice King and an excellent bibliography, 
is available from the Intermediate Technology Development Group Limited, 9 King 
Street, London WC2 E_BHN, atethescosteotse) cue 


